Abdominal actinomycosis presenting as psoas abscess
Simon Dennis BSc MB Paul Nichols MD FRCS Nicholas Marley MRCP FRCPath Asha Senapati PhD FRCS J R Soc Med 2000; 93:195±196 CLINICAL SECTION, 15 APRIL 1999 Abdominal actinomycosis is a chronic suppurative disease due to infection by Actinomyces israelii. The onset tends to be insidious and it is frequently mistaken for a malignant process 1 . In 90% of cases the diagnosis is made postoperatively by the pathologist.
CASE HISTORY
A woman aged 42 was referred with a two-month history of right iliac fossa pain, fever and a worsening limp. Of particular note in the history, her mother had died of colorectal cancer aged 42, and she had not used an intrauterine contraceptive device (IUCD) for 20 years. On examination she had a low-grade pyrexia, tenderness in the right iliac fossa with erythema over the groin and a ®xed exion deformity of the right hip. The provisional diagnosis was a caecal neoplasm with associated psoas abscess, and she was started on intravenous cefuroxime and metronidazole while awaiting further investigation.
Colonoscopy revealed a polypoid lesion within the caecum, biopsies of which were inconclusive. A computed tomographic scan of the abdomen showed a mass at the caecal pole with a right iliopsoas abscess extending down to the groin. The ®xed¯exion deformity could be clearly seen (Figure 1 ). At laparotomy there was a tumour around the caecal pole, connecting to an iliopsoas abscess. A right hemicolectomy was performed and the psoas abscess was drained. Histological examination revealed chronic in¯ammation and microabscess formation in the caecal submucosa close to the origin of the appendix; this in¯ammation extended through the wall of the bowel. The microabscesses contained Actinomyces and there was no evidence of malignancy ( Figure 2 ). Actinomycosis of the caecoappendiceal junction was diagnosed. The patient was discharged on a 3-month course of penicillin and was fully recovered at 6-month follow-up. gastrointestinal perforation, previous surgery, foreign bodies (especially IUCDs) and neoplasia. As a pathogen it causes ®stulae, sinuses and abdominal masses. Actinomycosis is diagnosed preoperatively in fewer than 10% of cases 1 . Typically the pathologist detects colonies of Actinomyces within abscesses in resected tissue. These correspond to`sulphur granules' that may be identi®ed by the naked eye in pus. When actinomycotic abdominal masses and strictures are identi®ed without surgery, long-term penicillin can avoid operation 3 . A computed tomographic scan will usually show a contrast enhancing multicystic lesion and the diagnosis can be con®rmed by needle aspiration 4,5 .
There are very few reports of abdominal actinomycosis presenting as psoas abscess 3,5 and none to our knowledge with all components of the classic triadÐpain, fever and a limp. Needle aspiration of our patient's psoas abscess might have provided the diagnosis and obviated the need for laparotomy and bowel resection. First-line investigation of a psoas abscess should include needle aspiration, which may be both diagnostic and therapeutic 6 . Systemic sarcoidosis is a disease of unknown aetiology characterized by granulomatous lesions affecting multiple organs. Isolated breast sarcoidosis is extremely rare.
A woman aged 53 reported right breast discomfort of recent onset. On physical examination there was localized nodularity within the lower pole of the breast and mammography revealed pronounced nodularity and architectural distortion of the breast parenchyma with benign features. Breast ultrasound was normal. Fine needle aspiration cytology from the area of localized nodularity yielded benign ductal epithelial cells and multinuclear histiocytes. A core biopsy specimen showed chronic in¯ammation with numerous non-caseating granulomata and Langerhans-type multinuclear giant cells. No microorganisms were seen and breast sarcoidosis was diagnosed. On excision biopsy, performed on grounds of clinical judgment, the operative ®ndings were of extensive white ®brous strands extending into adjacent fat tissue. The 
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